THE purpose of this paper is to enquire into the significance of refractive errors as an aetiological factor in children suffering from chronic blepharitis or blepharo-conjunctivitis. Permission was obtained from the London County Council to use the ample material at White Oak Hospital, Swanley, Kent, a hospital devoted to the treatment of chronic eye diseases of children. The patients come from all parts of the metropolis and are typical of a large urban popuilation. All He concluded that asthenopia due to ametropia was invariably present and although there was an underlying tendency to eczema or struma, the important factor in treatment was the ordering of glasses to correct the ametropia which he defined as:
Astigmatism of more than 0,25 D., myopia and hypermetropia of more than lP0 D.
There are few today who would agree that the normal refraction of the atropinized eye of a child is + P0 D. It has been shown2 that the refraction of the new-born baby is about +4-0D (atropine); as the child grows older the hypermetropia diminishes. Sorsby3 has shown in a series of 672 unselected children at council infant schools that for children between the ages of 4 Sorsby's cases are more satisfactory as they were all examined under complete atropine cycloplegia and by one observer.
In J. Hamilton McIlroy's I results on 1,335 children from age 7
to 13 years no cycloplegic was used.
Analysis of Findings in 300 cases at White Oak Hospital Retinoscopy, confirmed where possible by subjective tests, was performed under atropine cycloplegia achieved by instilling atropine ointment 1 per cent. for three days.
In tabulating the results, the computed refractive error (atropine) and not the neutralising lens which might have been ordered was considered and the axis of least hypermetropia or greatest myopia was used to determine into which group any particular case was to be placed; in mixed astigmatism the myopic axis was the determinant. The eye with the less hypermetropia is the determining eye. It will be seen from Table I that the groups are recorded as -0 5, +05, + 1P5, +2'5, etc. The +0'50 group consists of cases from +0-25 to +1P0 inclusive, the -0 50 group 0 to -0175 and the +2,50 group cases from 2-25 to 3 0, etc. The incidence of astigmatism was considered separately.
(1) Spherical Error.- Table I shows the incidence of refraction in 300 children between the ages of 2 and 13 years. The sexes were nearly equal there being 159 boys and 141 girls. It will be seen that the + 1'50 group represents the numerically greatest and that 75 per cent. of the cases fall into the groups from +0 5 to +3,5. Table II is computed from the figures given in the Report of the Committee into Problems connected with Defective Vision. 4 Though not strictly comparable, it is of interest to note that groups +0 5 to +3'5 in Table I Table III shows the figures found in the blepharitis series between the ages of 4 and 8 years, and Table IV the figures published by Sorsby of a similar age group of unselected school children. These show a similar grouping of cases round the + 1i50 and + 2i50 groups although the peak appears at + 1,50 in the blepharitis cases and at +2'5 in Table IV. (2) Astigmatism.-In recording astigmatism the method used by Sorsby has been followed. 0,25 and 0 50 have been omitted and the remainder classified as three groups, 0 75 and 1 0; 1'25 to 20; and 2'25 and over. The eye showing the less astigmatism determines the group. T'ABLE V Theie is, however, a suggestion that astigmatism of over 1 0 D. is more frequent in the blepharitis cases, but no definite conclusion can be drawn on this small series. Summary. From a study of the refractive errors seen in 300 children aged 2-13 years suflering from blepharitis it is concluded that (1) There is no significant difference in the spherical refractive error in children suffering from blepharitis in comparison with the normal child.
(2) The incidence of astigmatism is similar in blepharitis cases and normal children. 
